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Preface
The Arizona Direct Care Curriculum Project:

The Development of Standardized
Direct Care Professional Training in Arizona

The need for home and community-based caregiving is one of the most
compelling issues of our time. It will affect nearly every family in America. In
order to be ready to meet the increasing demand for home and community-based
services, Arizona must develop a capable and compassionate workforce of
caregivers. We are clearly moving in that direction with the support of Arizona’s
policy makers and service providers. We are preparing to meet these challenges
by creating tools and resources to assist in developing an adequate supply of
qualified and well-trained long-term care workers, including caregivers, personal
attendants, and direct support professionals.

In 2002, Arizona passed legislation to increase the wages of these direct care
professionals, thereby recognizing the importance of the long-term care
workforce. At the same time, the Senate Ad Hoc Committee on Caregiver Wages
and Workforce Development was established. The purpose of the Committee
was to define critical policy concerns and emerging issues regarding long-term
care and caregivers. In addition, the committee was to develop cost-effective
strategies to promote and encourage caregiver workforce development that
would support and strengthen family and informal caregiving as a key component
of long-term care.

In 2004, Governor Janet Napolitano appointed the Citizens Work Group on the
Long-Term Care Workforce (CWG) to further develop and provide
recommendations for improving the quality of the long-term care workforce. The
CWG identified guiding principles for the development of an improved and
enhanced direct care workforce, to include: 1) promotion of person-centered care
practices, 2) recognition of the value of the direct care worker, and 3) assurance
of access to care and quality of care in long-term care settings.

In 2005, the CWG laid out ten recommendations. One called for the
implementation of a standardized, uniform, and universal training curriculum for
the direct care workforce. Complimentary specialty modules would include skills
and knowledge to work with the elderly and individuals with physical disabilities,
developmental disabilities, dementia and Alzheimer's Disease, and behavioral
health disease.

With the continued support of Governor Napolitano, the CWG is currently serving
as the Core Curriculum and Expansion Committee of the Interagency Council on
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Long-Term Care (IACLTC) to further develop and disseminate the core
curriculum and modules statewide. The committee will oversee the development
of additional modules, create a quality assurance component, monitor
implementation throughout Arizona and continue to develop additional
recommendations to ensure success of the direct care professional and the
quality of care in our communities.

Special thanks to Dick White of Valley Interfaith Project and Kathleen Collins
Pagels of the Arizona Health Care Association, who have diligently co-chaired
these work groups. In addition, we owe special thanks to the agencies that
developed the training curriculum, including Arizona Bridge to Independent Living
(ABIL), Foundation for Senior Living (FSL), AIRES, the Children and Family
Alliance, the Alzheimer’s Association — Desert Southwest Chapter, and Phoenix
College. Funding for the Direct Care Curriculum Project was provided by the
Department of Economic Security, Division of Aging and Adult Services, and the
Governor’s Council on Developmental Disabilities.
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Notes to the Students

“Caregiving Fundamentals” is the first part of the Principles of Caregiving series.
It contains the material that is most likely needed by all direct care professionals,
regardless of the service setting. There are three additional modules that can be
added to this course: Aging & Physical Disabilities, Developmental Disabilities,
and Dementia & Alzheimer’s Disease.

When this curriculum was created, it was the intention that direct care workers
would complete the Fundamentals and one additional module. The
Fundamentals and any one of the modules can be taken together in one class;
however, they can be taken separately. The Fundamentals should be completed
first, and some review may be necessary before then completing the additional
module.

Depending on the needs of your employer and the consumers, you may not need
all the knowledge and skills presented in the Fundamentals. However, we would
encourage you to study the whole program. The Principles of Caregiving
curriculum is designed to provide a well rounded introduction to caregiving and
direct supports, and you will be prepared to work in a variety of settings.

Learning Objectives and Course Competencies

Each section of the Caregiving Fundamentals begins with an introductory page
that lists the topics, the learning objectives and key terms for that particular
section. For the whole program, course competencies were developed by the
Maricopa Community College District. The competencies are included in the
Fundamentals and each of the modules.



Skills Checklist — Caregiving Fundamentals

Note: Roman numerals refer to sections in the manual.

8.

9.

Hand washing technique (V11I)

Removal and disposal of exam gloves (VIII)
Bed Bath (I1X)

Peri-Care (IX)

Oral Care (IX)

Assistance with dressing (1X)

Assistance with eating (1X)

Positioning in bed (X)

Transfer from bed to chair (X)

10. Transfer from chair to walker (X)

11. Assisting with ambulation, with gait belt (X)

12. Mechanical lift (X)



COMPETENCIES FOR PRINCIPLES OF CAREGIVING — FUNDAMENTALS

Maricopa Community College District

Note: Roman numerals in parentheses refer to the section of the Principles of Caregiving

whNh e

10.

11.

12.

13.
14.

15.
16.

17.
18.

19.

20.

21.
22.

23.

instructional manuals.

Describe and differentiate among Direct Care Workers (DCWs). (1)

Define and describe the various Direct Care Workers. (1)

Describe the services, continuum of care/support, and DCW job opportunities in
various community settings. (I)

Describe the philosophy, history, and benefits of consumer-directed care. (1)
Describe and explain the roles, responsibilities, requirements, and scope of practice
for DCWs. (1)

Describe and explain legal and ethical issues, guidelines for avoiding legal action,
and methods for protecting consumer rights. (ll)

Identify, describe, and differentiate cases of abuse, neglect, and exploitation;
describe preventive measures; state the reporting requirements; and identify legal
penalties. (I1)

Describe techniques for incorporating and promoting consumer rights, dignity,
independence, self-determination, privacy, choice, and ethical behavior in caregiving.
(, X, X1, X1v)

Identify, describe, and explain the importance of appropriate methods for addressing
cultural and religious diversity and cultural competency among the consumers
served. (IV, V, X, XI, XIV)

Describe appropriate verbal and nonverbal communication, communication barriers
and problems, guidelines for therapeutic communication, and techniques for conflict
resolution. (111)

Identify and examine major end-of-life issues, coping strategies associated with grief,
separation, death and dying, community resources, and advance directives. (V)
Identify components, causes, effects, and indicators of stress, and describe
appropriate coping strategies. (VI)

Explain the importance of time management and prioritization of work duties. (VI)
Explain the purpose of and practice documentation and reporting as related to the
provision of care. (VII)

Read and apply care/support plans. (VII)

Identify components of the Bloodborne Pathogen Standard, including common
infectious diseases. (VIII)

Explain the purpose of and practice appropriate infection control measures. (VIII)
Identify and explain basic principles in the provision of personal care, and
demonstrate selected personal care skills. (IX)

Identify and demonstrate principles of good body mechanics related to lifting,
transferring, and ambulating consumers and moving objects. (X)

Describe common assistive devices, safety considerations in their use, and
techniques for use. (X)

Demonstrate safe use of selected assistive devices. (X)

Describe and explain basic principles of nutrition and hydration, menu planning, meal
preparation, and special diets. (XI)

Describe food safety techniques for preparing and storing food. (XI)
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24. Describe and explain the principles of appropriate environmental, fire, safety, and
emergency procedures. (XII)

25. Describe and explain principles of and techniques for maintaining the home
environment. (XIII)

26. ldentify and explain principles and purposes of activities and identify resources for
locating appropriate activities. (XIV)

Xii
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1/2008

Content:

Principles of Caregiving — Fundamentals

Various Direct Care Instructional Modules

Definition of Direct Care Workers (DCWSs)

The Continuum of Care — DCW Job Opportunities

The Independent Living Movement
1. History of Treatment of Individuals with Disabilities
2. The Independent Living Movement Philosophy
3. Benefits of the Independent Living Movement

F. Responsibilities of Direct Care Workers

1. Training

2. Scope of Practice

moowy

Objectives:

-_—

. Describe what direct care workers (DCWs) do and where they may work.

2. List five or more job titles used for direct care workers to differentiate among
the various direct care workers.

3. Describe the continuum of care, service settings, and job opportunities for
direct care workers in various community settings.

4. Describe the philosophy, history, and benefits of the Independent Living
Movement.

5. Define the term “Scope of Practice” and list three or more factors that

determine the scope of practice for DCWs.

Key Words:

Activities of Daily Living (ADL) Direct Care

Agency Direct Care Worker (DCW)
Assisted Living Facility Independent Living Movement
Continuum of Care Scope of Practice



Section I: Overview

A. Principles of Caregiving — Background

This class grew out of Governor Napolitano’s taskforce on Workforce Development. The
taskforce recognized the need for more training for caregivers and recommended that a
standardized curriculum be implemented. Historically, training was left to the discretion of
individual agencies so there was a wide range in the quality of training.

Based on many, many meetings and a pilot training, this class was developed. Individuals
now take this fundamentals class and have the choice of taking one or more of the modules
that are being offered. The material in this fundamentals class encompasses the basic
knowledge that all caregivers should know in caring for consumers.

B. Various Direct Care Instructional Modules

Aging & Physical Disabilities
Developmental Disabilities
Dementia & Alzheimer’s Disease
Other

PONM~

These are the modules that will be available once you have taken and passed the
fundamentals class. “Other” is listed because there may be more modules that are added
as the need arises. Direct care workers must pass the fundamentals and at least one
module. In fact taking and passing more than one module may make direct care workers
more marketable, e.g. able to work in a variety of settings.

C. Definition of Direct Care Workers (DCWSs)

A Direct Care Worker (DCW) is a person who assists an elderly person or an individual with
a disability with activities of daily living such as bathing and grooming and encourages
attitudes and behaviors that enhance community involvement.

DCWs were not always considered professionals. More recently, the importance of the
challenging work that DCWs perform has gained broad recognition and acknowledgement
as a profession. Specific knowledge, skills, and commonly agreed-upon standards for
professional conduct are what separate a “job” from a “profession.” This training focuses on
the skills, knowledge, and abilities that have been identified as critical to satisfactory job
performance.

You can get more information about Direct Care Workers from such national organizations
as:
e Paraprofessional Healthcare Institute (PHI) (http://www.paraprofessional.org/)
¢ National Clearinghouse on the Direct Care Workforce -
http://www.directcareclearinghouse.org
¢ |owa CareGivers Association (http://www.iowacaregivers.orqg)
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Section I: Overview

D. The Continuum of Care: Service Settings and DCW Job Opportunities

Service Settings

DCW Job Opportunities

The individual’s home (or a relative’s
home) Individual may also attend adult
day services or school

e Working in the person’s residence
o DCW usually works alone

A group home, usually for a specific
group of disabilities such as a group
home for individuals with
developmental disabilities

e Working in a home-like setting

e Limited number of co-workers

e DCW is responsible for assisting more than just
one consumer

An assisted living home

--Provides 24 hour care in a home-like
setting for 1-10 residents

--May or may not be owner occupied
--An adult foster care home is owner
occupied and cares for 1-4 residents

Similar to group home

Working in a home-like setting

Limited number of co-workers

DCW is responsible for assisting more than just
one consumer

e Usually only up to 10 consumers and all are
adults with various disabilities

An assisted living facility

--Consumers usually live in individual
apartments and pay for the services
they require

--Larger facilities, can be up to 100 or
more units

--Often the larger facilities are divided
into functional units depending on how
much assistance the consumer needs
Note: Caregivers in assisted living
facilities need to complete additional
training.

e Usually care is provided in the individual’s
apartment

o DCW usually works alone in the consumer’s
apartment but has co-workers working in the
same complex

o DCW may work for one consumer or several
depending on the needs of the consumer

o People will sometimes privately pay for DCW
assistance above and beyond the services
offered by the facility; so the DCW would be
working for the individual, not the facility

A dementia specific unit

--Similar to an assisted living facility but
is specific to the care of consumers
who have dementia

--These units are usually locked so that
consumers cannot wander away

o« DCW works on the unit with other co-workers
(number depends on how large the unit is)

o DCW assigned to assist more than one
consumer

A skilled nursing facility (“nursing
home”)
--Skilled nursing care 24/7

Usually person providing hands-on assistance with
ADLs is a CNA although DCW may be hired in a
support position (e.g. activities or dietary)

Possible job titles for a Direct Care Worker:

e Home care aide

e Personal care aide

e Personal care attendant
o Attendant

1/2008

o Respite worker

e Companion ? Can

o Caregiver you think

e Care associate of any
more titles?

|-4
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E. Consumer-Directed Care

There are different ways to think about consumers who receive support services. People
may wonder how much they are able to do themselves and what the role of the direct care
worker is. It is easy to think that the DCW and other professionals should do as much as
possible for the consumer, but that is not always the best way. It is too easy to impose care
or procedures on the consumer that are not ideal. It is much more appropriate for the
consumer to make decisions and to determine how services are provided. This concept is
called consumer-directed care.

Related to that is the independent living movement. This movement emphasizes that the
individual consumer with any kind of disability has the same desire and the right to live
independently. People prefer not to be in institutions or facilities. Many would much rather
live at home and remain in their communities. This helps the consumer keep in touch with
family and friends. It also results in better physical and mental health because the person is
in a familiar environment. People feel more independent and happy when they have control
over their own lives.

Comparison of strategies in a Medical/Rehab environment
versus an Independent Living Environment

Medical/Rehab Independent Living
Environment Environment

Focus of care Individual Environment

Social Patient, Client Person, Consumer

Control Professional Consumer

Solution Professional Peer Support, Barrier
Intervention Removal, and Advocacy

Outcomes Maximize Assist with Independence and
Activities of Daily Living Inclusion

Yields Powerless Patient Socialized Person

1. History of Treatment of Individuals with Disabilities

Ancient Times
Discarded
Unworthy to feed

Middle Ages

Possessed by evil spirits
Caused by sins of the parents

1/2008 I-5
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1700-1800’s
Schools were being formed
Braille was established

1900’s
Institutions were established for “genetic mistakes”

1930’s
Hitler was striving for the “Super Race”, sterilized people with hereditary
disabilities. Gas chambers were first used to kill over two hundred thousand
people with disabilities.

1950’s
Television represented people with disabilities with a negative stereotype, “The
Pity Soap Box”
March of Dimes
Muscular Dystrophy Telethon

1990’s
Americans with Disabilities Act (ADA) becomes law. Justin Dart is considered the
father of the ADA, which had an impact on many aspects of life:

e Access to public buildings e Telecommunications
e Transportation e Job opportunities

1/2008 I-6
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2. The Independent Living Movement - Philosophy

In the early 1960’s a handful of students with disabilities at the University of
California, Berkeley decided they were tired of living in a hospital setting and
being isolated from community activities. They felt that as human beings they had
a right to choose their own lifestyle. After examining the risks and accepting the
responsibilities, they moved into apartments in the community, arranged for
assistant care, and won for themselves the freedom to choose. The freedom for
individuals who experience a disability to make decision concerning their lives
and being given the opportunity to develop fully according to their potential are
essential elements in what has become known as “Independent Living.”

With the passage of the 1978 amendments to the Rehabilitation Act of 1973,
Congress recognized the value of Independent Living and allocated money to
fund programs which assist persons who experience a disability in meeting their
needs.

Independent Living became a reality in Arizona in 1977 when a group of residents
who experience disabilities attended the White House Conference on
Handicapped Individuals. They were introduced to the Independent Living
concept and were inspired to return to Arizona to begin a legislative and advocacy
group. They organized the Arizona Congress for Action, a private, non-profit
affiliate of the American Coalition of Citizens with Disabilities (A.C.C.D.). Their
ideal was to bring together representatives from various groups concerned with
issues relating to individuals with disabilities in order to stimulate cross-disability
communication, to increase awareness of difficulties faced by persons with
disabilities, and to make the Independent Living concept a reality among the
disabled population of Arizona.

Toward this end, federal funds were applied for and a proposal was written to
establish an Independent Living Center. In 1980 federal funds were received and
divided between the two larger urban areas of Arizona. In Tucson, the
Metropolitan Independent Living Center (MILC) was established and in Phoenix,
Arizona Bridge to Independent Living (ABIL) became a reality.

Used with permission from: Personal Assistant Training Manual, Arizona Bridge to Independent
Living (ABIL)

3. Benefits of the Independent Living Movement

1/2008
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Offers freedom of choice

Gives back civil rights (right to marry, right to vote, etc.)
Increases independence and feelings of self worth
Promotes health and socialization
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F. Roles and Responsibilities of Direct Care Workers

1.

2.

1/2008

Training n

a. Orientation
Once a DCW is hired by an agency, he/she will be required v
to attend the agency’s orientation even though the individual
completed this course. The orientation to the agency is much L \
more specific to the particular agency such as policies,

paperwork requirements, the agency’s history, job
expectations, etc.

b. Continuing education units (CEUSs)
Each agency will offer/require continuing education. Behavioral health licensing
mandates 24 hrs of CEUs per year. Professional standards dictate the importance of
continuing education to keep abreast of changes in the field. This also enhances the
DCW's training and skill level to improve the delivery of quality care.

Scope of Practice

Scope of practice refers to what an employee is allowed to do on the job. Some services
are provided by nurses. Then there are procedures that can only be performed by a
physician. The definition of what a certain professional can (or cannot) do is called scope
of practice.

Direct care workers have different job descriptions, so the scope of practice — the list of
things a DCW can and cannot do — depends on the setting and the specific job. Some
DCWs perform personal care. They help a consumer in the bath, getting dressed, and
eating. Other DCWs may spend most of their time running errands and doing chores
around the house. It is not possible, therefore, to write one list of job duties (or one
scope of practice). However, all DCWs have professional standards to adhere to.

In order to know job expectations and responsibilities, a DCW should attend agency
orientation and in-services, and read the job descriptions.

If guestions arise, contact the supervisor.

a. Factors that Influence the Direct Care Worker’s Scope of Practice

Agency licenses and contract requirements

The scope of practice is partly determined by the licenses and contract requirements
where the DCW works. An example is an agency that sends workers into assisted
living facilities. Those workers must adhere to the license requirements for assisted
living which are different than the license requirements for adult day care.

Agency policies and procedures

Each agency has its own policies and procedures. What a DCW may do when
working for one agency may not be the same for another agency. Example:
Procedures to follow if a consumer falls.
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Type of care settings
The scope of what a DCW will do is also based on the type of care setting. Example:
Independent apartment versus a group home.

DCW Professional Standards

Maintain a high standard of personal health and hygiene and appearance.
Be dependable and reliable.

Carry out responsibilities of the job the best way you can—take pride in a job well
done.

Show respect for a consumer’s privacy.

Recognize and respect the right of self-determination and lifestyle.

Keep your professional life separate from your personal life.

Control any negative reactions to chronic disability or living conditions.
Maintain safe conditions in the work environment.

Do not use the consumer’s medications for your own health problems.

Do not give your cell number or home number to your consumer.

It is better to ask questions than do

something that may be unsafe, cause
disciplinary action, and/or a liability issue.
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Content:

Legal Terms — Definitions
Distinction between Law and Ethics
Avoiding Legal Action

Ethical Principles

Consumer Rights

DCW Rights

Confidentiality (HIPAA)

Adult and Child Abuse

Resources

TIOMmMOOw>

Objectives:

-_—

. Describe and explain legal and ethical issues.

2. Describe guidelines for avoiding legal action and list methods for protecting
consumer rights.

3. ldentify, describe, and differentiate cases of abuse, neglect, and exploitation;
describe preventive measures; state the reporting requirements and identify
legal penalties.

4. Describe techniques for incorporating and promoting consumer rights, dignity,
independence, self-determination, privacy and choice.

5. Describe and explain ethical behavior in caregiving.

Key Terms:

Note: See also the legal terms on the next page.
Abuse Law
Confidentiality Legal Action
Ethics Need to know
Exploitation Neglect
Health Insurance and Portability Act  Privacy
(HIPAA) Vulnerable
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A. Legal terms—Definitions
1.

2.

Abandonment is when a family or agency leaves an individual

without care or support.

Assault takes place when an individual intentionally attempts or threatens to touch
another individual in a harmful or offensive manner without their consent.

Battery takes place when an individual harmfully or offensively touches another
individual without their consent.

False imprisonment takes place when you intentionally restrict an individual’s freedom
to leave a space.

Invasion of privacy is revealing personal or private information without an individual’s
consent.

Liability refers to the degree to which you or your employer will be held financially
responsible for damages resulting from your negligence.

Malpractice is a failure to use reasonable judgment when applying your professional
knowledge.

Negligence is when a personal injury or property damage is caused by your act or your
failure to act when you have a duty to act.

B. Distinction between law and ethics

Law: rules written by the legislature or a government agency
Ethics: a system of moral values; a set of principles of conscientious conduct

Some laws are also ethical (e.g., abuse laws); some are not (e.g., speeding);
but not all ethical principles are laws (e.g., being honest)

C. Avoiding legal action

1.
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Keep personal information confidential: Do not discuss confidential information with
others except your supervisor or other colleagues who are directly involved with the
consumer’s care. Confidential information may include medical, financial, or family
issues.

Only perform work assigned. If you perform a task that was not assigned by your
supervisor, you become liable for those actions.

Do not do less work than assigned: When you fail or forget to do all the tasks
assigned, you may put your consumer at risk. As a result of your failure to act, you might
be found negligent.

Avoid doing careless or low-quality work: Performing tasks carelessly might make you
liable for the damages or injuries that result.

Report abuse and make sure your actions are not considered abusive.
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D. Eth

1.

4.
5.
6

Your primary legal responsibility is to avoid
legal action for you and the company you
= work for.

ical principles

Honesty: Do not be afraid to politely say “no” to a task you are not assigned to do. Also,
do not be afraid to admit that you do not know an answer to a question or how to do a
task. Never steal, take a consumer’s possessions, or falsify documents or reports.
Respect: A consumer’s religious or personal beliefs and values will possibly differ from
yours. You should respect those differences.

Reliability: Arrive for assignments on time. Always finish your shift, even if a consumer
is being difficult or the workload is too difficult. You can address those problems with the
supervisor after you have finished your shift.

You should not take gifts or tips.

Follow the consumer’s care plan unless you consult with your supervisor.

Take pride in doing your job well.

E. Consumer Rights

Consumers have the right to:

wnN =

© N Oh

Considerate and respectful treatment and care.

Not be abused emotionally, sexually, financially, or physically.

Design their treatment or care plan, decide how their services will be provided, and who
will deliver those services (including requesting a change of caregiver).

Receipts or statements for their fee-based service.

Refuse treatment.

Privacy.

File a complaint with the agency.

Confidential handling of their personal information.

F. Direct Care Worker Rights

DCWs have the right to:

oahwN~
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File a complaint without the fear of retaliation.

Not be abused emotionally, sexually, financially, or physically.

Work in a safe environment.

Provide input for changes to a consumer’s care plan.

Be informed when a consumer files a complaint against him or her.

A confidential investigation, a fair hearing, and be told the outcome when addressing
complaints against him or her.

Receive timely payment for services including salary and mileage, where appropriate.

11-4
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G. Confidentiality: HIPAA
(Adapted from the HIPAA training at the Foundation for Senior Living)

What is HIPAA?

HIPAA, the Health Insurance Portability and Accountability Act of 1996, is a law that keeps
the identifiable health information about our consumers confidential. It includes what must
be done to maintain this privacy and punishments for anyone caught violating consumer
privacy. The Office of Civil Rights of the U.S. Department of Health and Human Services is
the agency authorized to enforce HIPAA'’s privacy regulations. The regulations took effect
on April 14, 2003.

What is confidential?

All information about our consumers is considered private or “confidential”’, whether written
on paper, saved on a computer, or spoken aloud. This includes their name, address, age,
Social Security number, and any other personal information. It also includes the reason the
consumer is sick, the treatments and medications he/she receives, caregiver information,
any information about past health conditions, future health plans, and why the consumer is
open to services.

Spoken communication runs the gamut from conducting consumer interviews, paging
consumers, whispering in corridors, to talking on telephones. Written communication
includes the hard copy of the medical record, letters, forms, or any paper exchange of
information. Electronic communication includes computerized medical records, electronic
billing and e-mail.

If you reveal any of this information to someone who does not “need to know” it, you have
violated a consumer’s confidentiality, and you have broken the law.

What are the consequences of breaking the law?

The consequences will vary, based on the severity of the violation, whether the violation was
intentional or unintentional, or whether the violation indicated a pattern or practice of
improper use or disclosure of identifiable health information. Depending on the violation
agencies may be fined by the government if they are found to be in non-compliance with
HIPAA regulations. Agencies and their employees can receive civil penalties up to $25,000
for the violation. Agencies and their employees can also receive criminal penalties up to a
$250,000 fine and/or 10 years in prison for using information for commercial or personal
gain or malicious harm.

2/4/2008 11-5
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Why are privacy and confidentiality important?

Our consumers need to trust us before they will feel comfortable enough to share any
personal information with us. In order for us to provide quality care, we must have this
information. They must know that whatever they tell us will be kept private and limited to
those who need the information for treatment, payment, and health care operations.

What is the “Need to know” rule?

This rule is really common sense. If you need to see consumer information to perform your
job, you are allowed to do so. But, you may not need to see all the information about every
consumer. You should only have access to what you need to in order to perform your job.
There may also be occasions when you will have access to confidential information that you
don’t need for your work. For example, you may see information on whiteboards or sign-in
sheets. You must keep this information confidential. There’s no doubt that you will overhear
private health information as you do your day-to-day work. As long as you keep it to
yourself, you have nothing to worry about. In the course of doing your job, you may also find
that consumers speak to you about their condition. Although there’s nothing wrong with this,
you must remember that they trust you to keep what they tell you confidential. Do not pass it
on unless it involves information the professional staff needs to know to do their jobs. Tell
the consumer that you will be sharing it with the professional staff or encourage them to tell
the information themselves.

What are the consumer’s HIPAA rights?
Each consumer has certain rights under the HIPAA regulations. Unless the information is
needed for treatment, payment, and health care operations, we cannot release any
information without a written authorization from the consumer. The consumer must also give
you verbal/written permission to discuss information with family members. This permission
should be documented in the consumer’s chart. The consumer also has the following rights:
e To inspect and copy his/her medical record
e To amend the medical record if he/she feels it is incorrect
e To an accounting of all disclosures that were made, and to whom, except those
necessary for treatment, payment, or health care operations
e To restrict or limit use or access to medical information by others
To confidential communications in the manner he/she requests
o To receive a copy of the agency’s Notice of Privacy Practices

If the consumer feels the agency or its staff has not followed the HIPAA regulations, the
consumer can make a formal, written complaint to the agency’s Privacy Officer or to the
Department of Health and Human Services, Washington, DC.

What are ways to protect confidentiality?

a. Oral Communications:
e Watch what you say, where you say it, and to whom.
Speak in a quiet voice during the sharing of information.
Close doors when discussing private information.
Do not talk about health information matters in front of others.
If someone asks you a question involving personal information, make sure that
person has a “need to know” before answering.
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b. Telephone Communications:

o Never leave personal health information on an answering machine regarding a
consumer’s conditions/test results/etc.

e |If you are leaving a message on an answering machine/voice mail, only leave the
name of the person calling and the agency’s telephone number with your contact
phone number and request a call back.

¢ Do not leave messages with anyone other than the consumer or a responsible party.

c. Medical Records:
o Make sure medical records are viewed only by those who need to see them.
e Store them in an area not easily accessible to non-essential staff/others.
e Do not leave medical records lying around unattended or in an area where others
can see them (also pertains to care seats).
e Return the medical record to its appropriate location when finished viewing it.

d. Trash:
e Shred all papers containing personal health information.
e Put trash cans and shredders as close as possible to fax machines and -
desks where personal health information is used. p
o If you see un-shredded paper discarded in a trash can, remove it and bring
it to your supervisor.

e. Fax Transmissions:

e Fax machines should be in a secure area.

o Do not leave papers containing private health information on the fax machine
unattended.

e Pre-program frequently faxed numbers into the fax machine to reduce dialing errors.

o Periodically check on the pre-programmed numbers to make sure they are still
correct.

o If possible, notify the receiver when you are sending a fax.
Have a fax cover sheet with a statement that the fax contains protected health
information, re-disclosure is prohibited, and what to do if the wrong person gets it.

f. Computers:
o Develop a personal password which is not a guessable name and change it as

instructed.

o Never share your password or write down your password except with your
supervisor.

o Position your monitor so it is not facing where someone could view identifiable health
information.

Never leave a computer unattended without logging off.

¢ All e-mails sent, which contain identifiable health information, should be encrypted
and the sender/receiver should be authenticated.

¢ Double-check the address before sending any e-mail.

¢ Never remove/discard computer equipment, disks, or software without your
supervisor’s permission.
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H. Adult and Child Abuse

1. Definition
Adult and child abuse refers to any form of maltreatment of a person by a caregiver,
family member, spouse, or friend. Categories of abuse include:

a.

Abuse
Intentional infliction of physical harm or unreasonable confinement.

Sexual abuse or sexual assault
Sexual contact with any person incapable of giving consent or through force or
coercion.

Neglect

Failing to provide a person food, water, clothing, medicine, medical services, shelter
(unsafe or hazardous environments), cooling, heating or other services necessary to
maintain minimum physical or mental health. For children this also applies to parents
leaving a child with no one to care for him/her or leaving a child with a caretaker and
not returning or making other arrangements for his/her care.

Financial exploitation

The improper or unauthorized use of a person’s funds, property, or assets. This
includes forgery, stealing money or possessions, or tricking a person into signing
documents that transfer funds, property, or assets. For children this also includes
using a child for material gain including forcing a child to panhandle, steal or perform
other illegal or involuntary activities.

Emotional abuse
Psychological abuse such as name-calling, insults, threats, and intimidation.

2. Risk factors

a. Adult abuse
e Previous incidents of domestic violence by spouse.
¢ Financial dependency on the adult by the abuser.
o Mental iliness of abuser.
e Adult children living with older parent.
e Abuser isolates adult to prevent the abuse from being discovered.
b. Child abuse
¢ Child living in area with high poverty, unemployment or crime rates.
e Child has physical and/or mental disability.
e Abuser has history of physical or sexual abuse as a child.
o Abuser has low self-esteem, abuses drugs or alcohol, or suffers from depression
or mental iliness.
3. Signs
a. Adult abuse
e Physical: bruises, broken bones, cuts or other untreated injuries in various stages
of healing.
2/4/2008 11-8
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e Sexual: bruises around breast or genital area; signs of sexually transmitted
diseases (STDs).

o Emotional: adult is upset or agitated, withdrawn, non-communicative, or
paranoid.

e Neglect: dehydration, malnutrition, pressure ulcers, poor personal hygiene, and
unsafe or unsanitary living conditions.

e Financial: unusual banking activity; missing financial statements or other
personal affects such as jewelry; signatures on checks that do not match adult’s
signature.

Child Abuse

e Physical: bruises, broken bones, cuts or other untreated injuries in various stages
of healing.

o Sexual: bruises around breast or genital area; signs of sexually transmitted
diseases (STDs), pregnancy.

o Emotional: eating disorders; speech disorders; developmental delay; cruel
behavior; behavioral extremes.

o Neglect: poor hygiene; absenteeism; hunger; tiredness; begging for or collecting
leftovers; assuming adult responsibilities; reporting no caretaker at home.

4. Prevention

a.

b
c.
d.
e
f.

Community awareness

Public and professional education

Caregiver support groups

Stress management training

Respite care/In-home services

The Parent Assistance Program is a service designed to help parents or guardians.
This program, operating through the Administrative Office of the Courts, provides a
24-hour toll-free hotline to assist parents with their questions and concerns about
Child Protective Services (CPS). Through the hotline, parents may obtain information
about legal assistance, the juvenile court system and their legal rights and
responsibilities. Trained hotline staff may also provide crisis counseling and referrals
to appropriate agencies or individuals. To contact the parent assistance program call:

Phoenix: (602) 542-9580 Statewide toll-free: 1-800-732-8193

5. Reporting requirements
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a. All persons responsible for the care of an incapacitated or vulnerable adult or
child have a duty to report suspected abuse and neglect. This is called
mandatory reporting.

b. Reports must be made immediately (by phone or in person) to Adult Protective
Services or Child Protective Services (depending on the person’s age) or to the
police. Failure to report is a misdemeanor.

e If the individual is in immediate danger, call 911.
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6.

Report

2/4/2008

o If the abuse is not life-threatening, report it to your Supervisor who will assist
you in making the report to either of the 24-hour a day statewide reporting
lines:
> Adult Protective Services: 1-877-SOS-ADULT (1-877-767-2385)

» Child Protective Services: 1-888-SOS-CHILD (1-888-767-2445)

c. Immunity
All persons reporting are immune from any civil or criminal liability if the report
does not involve any malicious misrepresentation, according to the Arizona
Statutes (ARS 46-453).

Legal penalties
Any person who has been employed to provide care to an incapacitated or vulnerable

adult or child and who causes or permits the person’s life to be endangered or his/her
health to be injured or endangered by neglect can be found guilty of a felony.

An individual who is found guilty of a felony will not
only face jail time. A felony conviction also limits the

type of jobs the individual can hold in the future. For
example, convicted felons are unable to work in most
healthcare or educational systems.

ing Activity
Read the following scenarios and discuss what you would do in these situations.

A. You are assigned to provide personal care services for Mabel including a
shower. Mabel is living in a poorly maintained home. She has a son who pays
her bills and stops by a few times a week. When you arrive at Mabel’s home,
Mabel is complaining of being cold. The thermostat for the heater registers 60
degrees. You talk to Mabel's son who tells you that the furnace is broken but,
“it is okay because | have just given Mom some blankets. She doesn’t need
it any warmer.”

What would you do?

B. You are assigned to provide respite care for Jimmy who is a 10-year-old boy
with autism. When you arrive at Jimmy’s home, Jimmy is outside wandering
in the street. No one is at home but Jimmy’s 10-year-old brother who is
watching TV.

What would you do?

11-10
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Resources

Adult Protective Services: 1-877-SOS-ADULT (1-877-767-2385)
Website: www.azdes.gov/aaa/programs/aps/

Child Protective Services: 1-888-SOS-CHILD (1-888-767-2445)
Website: www.azdes.gov/dcyf/cmdps/cps/default.asp

Parent Assistance Program: Phoenix: (602) 542-9580 Statewide toll-free: 1-800-732-8193

Pamphlet on Child Abuse, Child Protective Services, Arizona Department of Economic
Security

Pamphlet on Elder Abuse, Area Agency on Aging Region One
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Content:

A. Components of Effective Communication
1. The Communication Process
2. Verbal Communication
3. Non-Verbal Communication
B. Communication Styles
1. Aggressive Communication
2. Passive Communication
3. Assertive Communication
. Attitudes
Barriers to Communication
1. Inadequate Listening Skills
2. Other Barriers
E. Therapeutic Communication
F. Communicating with Individuals with Disabilities
1. Vision Impairment
2. Hearing Impairment
3. Emotional / Mental Health Impairment
4. Cognitive / Memory Impairment
G. A Guide to Wheelchair Etiquette
H. People First Language

oXe)

Objectives:

1. Describe and explain the communication process.

2. Explain the importance of non-verbal language.

3. ldentify different communication styles and explain the importance of

assertive communication.

4. Identify and explain barriers to communication.

5. Describe and explain effective techniques for therapeutic communication and
conflict resolution. .

6. ldentify and explain techniques for communicating with individuals with

disabilities.
Key Terms:
Assertive communication People First Language
| - messages Platinum Rule
Non-verbal communication Verbal communication
Open-ended question Wheelchair etiquette
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A. Components of Effective Communication

Communication in homecare is the link between you, the
consumer, and the agency. Sharing accurate information and
observations with family and the agency improves the care a
consumer receives.

1. The Communication Process

The communication process involves the:
1. Sender (for example, the speaker)

2. Receiver (for example, the listener)

3. Message

4. Feedback

The goal of communication is the acceptance of the sender's message by the receiver. If the
receiver understands the meaning of a message and perceives it the same as the sender,
the goal of communication is achieved. The sender gets input as to how the receiver
perceived the message via feedback from the receiver. If the feedback never comes or if the
feedback is not what the sender expects, communication is ineffective.

Effective communication happens when the intended meaning of the sender and the
perceived meaning of the receiver are virtually the same.

2. Verbal Communication

Verbal communication is communication that uses words. Often we use the word “verbal” to
mean oral, or spoken, language. But verbal communication also includes writing and
different ways of expressing words, such as sign language and Braille, the writing system
that uses raised dots to express the letters of the alphabet.

3. Non-Verbal Communication

Nonverbal communication is all communication that does not rely on words. It can be
divided into several categories: facial expressions, head movements, hand and arm
gestures, physical space, touching, eye contact, and physical postures. Even a person’s
emotions or how she dresses impact the communication process.

It is believed that up to 90% of communication is nonverbal

Have you ever visited a country and didn’t speak the language? How important was non-

verbal communication?

When verbal and non-verbal communication are combined, a stronger message can be
sent. A completely different message is sent if the verbal and nonverbal do not agree.
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Example #1: While asking your consumer to sign your time sheet, you hold the

timesheet and pen in your hand. Your actions support the verbal
message.

Example #2: You ask your consumer, “How are you today?” and she replies, “I'm

okay,” but she is sobbing into a tissue. Two different messages are being
sent.

Facial expressions — What they can mean in different cultures

Although smiling is an expression of happiness in most cultures, it can also
signify other emotions. Some Chinese, for example may smile when they are
discussing something sad or uncomfortable.

Winking has very different connotations in different cultures. In some Latin
American cultures, winking is a romantic or sexual invitation. In Nigeria,
Yorubas may wink at their children if they want them to leave the room. Many
Chinese consider winking to be rude.

In Hong Kong, it is important not to blink one’s eyes conspicuously, as this may
be seen as a sign of disrespect and boredom.

Some Filipinos will point to an object by shifting their eyes toward it or pursing
their lips and point with their mouth, rather than using their hands.

Some Venezuelans may use their lips to point at something, because pointing
with a finger is impolite.

Expressions of pain or discomfort such as crying are also specific to various
cultures; some cultures may value a stoic affect while others may encourage a
more emotive state. Expressions of pain or discomfort are also learned from
one’s family iliness experiences, expressions, and idioms of distress.

Source: “Non-verbal Communication,” Management Sciences for Health, www.msh.org.

B. Communication Styles

The main types of communication styles are:

Aggressive: Meeting needs of self and not of others
Passive: Meeting needs of others and not self
Assertive: Meeting need of both others and self

1. Aggressive Communication

What is aggressive communication? It may be physical, nonverbal (if looks could Kill,
ridicule, disgust, disbelief, scorn); verbal (insults, sarcasm, put downs). It is used to
humiliate or demean another person (profanity, blaming).

2/4/2008
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Why People Behave in an Aggressive Way:

o They anticipate being attacked and overreact aggressively.

e They are initially non-assertive. Their anger builds until they explode.

¢ They have been reinforced for aggressive behavior. It got them attention and/or
what they wanted.

o They never learned the skills for being assertive. They do not know how to
appropriately communicate their wants and needs to others.

o They were socialized to win, be in charge, be competitive, and be top dog.

Consequences:
e They get their own way but often alienate others.
e They are often lonely and feel rejected.
o They receive little respect from others.
o They may develop high blood pressure, ulcers, have a heart attack, or other
related ailments.

2. Passive Communication

The word “passive” refers to “not resisting” or “not acting,” derived from the Latin
word “to suffer.” A verbally passive person “keeps quiet” and may withhold feedback.
This makes communication harder and puts relationships at risk. When you withhold
needed information and create an atmosphere of uncertainty, the other person does
not really know what you think or feel — no one is a mind reader. It can lead to
misunderstandings, strained relationships and suffering.

Why People Behave in a Passive Way:

o They believe they have no rights.

e They fear negative consequences (someone being angry, rejecting, or
disapproving of them). They mistake being assertive as being aggressive.

e They do not know how to communicate their wants, and assume others should
know these.

o They were socialized to always be compliant, accepting, accommodating, non-
demanding, and selfless.

Consequences:
e They avoid conflict but often appease others.
o They lose self esteem.
e They develop a growing sense of anger and hurt.
o They may develop headaches, ulcers, backaches, depression, and other

symptoms.

What is passive-aggressive communication?

Passive-aggressive behavior is often used when we try to avoid doing something but
we do not want to cause a conflict. We may just try to postpone or procrastinate.
Passive-aggressive communication is subtle and may appear underhanded and
manipulative. This can include forgetting, pouting, silent treatment and manipulative

crying.
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3. Assertive Communication

Assertiveness is the ability to say what you want to say but still respect the rights of
others. When you are assertive, you are honest about your opinions and feelings. At
the same time you try not to criticize or put others down. Assertive communication is
respectful of both the sender and the receiver of the message. As a direct care
worker, you should strive to use assertive communication at all times.

1. Itis respectful of yourself and others
It recognizes your needs as well as others. You are not a doormat, and you
are not a bully.

3. ltis constructive, honest, open direct communication because you
e have options,

are proactive,

value yourself and others,

stand up for yourself without excessive anxiety,

accept your own and other’s limitations.

Assertiveness is a win / win situation.

C. Attitude
Attitudes influence our communication in three ways:

o Attitudes toward ourselves (the sender)
o Attitudes towards the receiver
e Attitudes of the receiver towards the sender

Attitudes toward ourselves determine how we conduct ourselves when we transmit
messages to others:

Unfavorable self-attitude =» receivers note uneasiness

Favorable self-attitude =» receivers note self-confidence

When favorable self-attitude is too strong =» receivers perceive brashness and
overbearing, and our communication loses much of its effect with the receiver.

Attitude toward the receiver or the receiver's attitude toward the sender also influences
our communication. Our messages are likely to be very different when communicating
the same content to someone we like and then to someone we dislike. We also structure
our messages differently when talking to someone in a higher position than ours, in the
same position, or in a lower position, regardless of whether we like them or not.

The words may be the same but how you deliver them may affect how the
message is perceived. Are you assertive or defensive? Angry or thoughtful?
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D. Barriers to Communication

1. Inadequate listening skills

Inadequate listening skills contribute to ineffective communication.
Listening involves not just hearing the message, but the ability to
understand, remember, evaluate and respond. Be an active listener!

Steps to improve your listening skills

Be quiet. Pay attention to what the other person is saying.

Stop all other activities. Focus on the speaker

Look and sound interested.

Do not interrupt the speaker. Let the speaker finish, even if it takes a long time.
Do not try to think of a response while the person is speaking.

Do not finish sentences that the speaker begins.

Listen for feelings.

Clarify what the speaker has said.

Ask open ended questions that encourage the speaker to continue.

TT@meao0 Ty

2. Other Barriers
There are numerous other barriers to communication. Avoid the following:

Giving advice

Making judgment

Giving false reassurances about your consumer’s physical or emotional condition
Focusing on yourself

Discussing your own problems or concerns

Discussing topics that are controversial such as religion and politics

Using clichés or platitudes (e.g., “Absence makes the heart grow fonder”)

@*0ooToD

E. Therapeutic Communication

Good communication between the DCW and the consumer is important to provide services
that meet the needs of the consumer. Therapeutic communication is a process designed to
involve the consumer in conversation that is beneficial to her or his physical or mental well-
being. Useful techniques:
¢ Use open-ended comments to encourage verbalization. This prevents a person from
answering yes or no.
e Allow for the collection of more information to meet the person’s needs.
e Use paraphrasing or reflective responses to clarify information (explained below).
Use this method to direct the conversation to specifics.
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1. Open-ended Questions

Use open-ended questions to allow others to engage in the conversation and share
information. It gives them the chance to tell you what is important to them.

» Closed-ended questions are answered by “yes” or “no”
Did you eat breakfast today?
Are you feeling okay?

* Open-ended questions are responded to with more details
What did you have for breakfast today?
Could you describe how you are feeling today?

2. | —Messages

Use “I” messages instead of “You” messages. You-messages can put the blame on the
others, but an I-message is assertive. It shows that you take responsibility for your own
feelings.

* You - message
You make me worry when you don’t talk to me.

* | -message
| feel worried when | cannot communicate with you.

& 8

3. Reflective Responses

Using reflective responses can help the speaker clarify his or her own meanings. There are
several specific techniques you can use.

» Restate what the speaker has said.
So you think that you don’t get enough sleep.

» Pay attention to feelings.
It seems you are upset about this.

» Don’t guide the conversation and don’t make suggestions.
Don'’t say: Perhaps you should...
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Conflict Resolution

Use listening skills and therapeutic communication techniques listed above.

Listen intently to let the person know that what he has to say is very important.

If the person knows that what he has to say has value, he will begin to diffuse anger.
Do not respond with anger or become defensive.

Empathize. See it from his perspective.

Then, once he sees you are an ally, not an enemy, fill him in on your challenges,
feelings, roadblocks, and/or perspective.

Put your own emotions on hold. Take a few minutes of “time-out” if needed to diffuse
anger and gather your thoughts.

Other Communication Tips

1. Stick to the point/issue at hand—don’t add on “and another thing...”
2. Turn a negative into a positive
3. Setlimits
4. Understand that people respond with different emotions to the same situation
5. Do not react when you feel your emotions are rising:
e Listen first
e Speakin “l” and “l want”
e Own your feelings — no one can make you feel something
o Feelings are not right or wrong — they just are
Scenarios:

How would you respond (communicate feedback) in these situations?

a. Consumer: “That is not how my other worker folded my laundry!”

b. Consumer’s mother: “| don’t care what they told you at the office. | need to have you

here by noon.”

Giving advice

Making judgment

Giving false reassurances about your consumer’s physical or emotional cond
Focusing on yourself

Discussing your own problems or concerns

Discussing topics that are controversial such as religion and politics

Using clichés or platitudes (e.g., “Absence makes the heart grow fonder”)

@"oooTw
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F. Communicating with Individuals with Disabilities

1.
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Vision Impairment

It is appropriate to offer your help if you think it is needed but don’t be surprised if the
person would rather do it himself.

If you are uncertain how to help, ask the one who needs assistance

When addressing a person who is blind, it is helpful to call them by name or touch them
gently on the arm.

Do not touch their guide dog.

Let the person hold onto you versus you holding them.

When walking into a room, identify yourself.

Hearing Impairment

If necessary, get the person’s attention with a wave of the hand, a tap on the shoulder,
or other signal.

Speak clearly and slowly, but without exaggerating your lip movements or shouting (with
shouting sound may be distorted).

Give the person time to understand and respond

Be flexible in your language. If the person experiences difficulty understanding what you
are saying, rephrase your statement rather than repeating. If difficulty persists, write it
down

Keep background noise such as TV and others who are talking at a minimum

Place yourself in good lighting and keep hands and food away from your face

Look directly at the person and speak expressively

When an interpreter accompanies a person, direct your remarks to the person rather
than to the interpreter

Encourage the person to socialize since some people with a hearing impairment tend to
isolate.

Use Voice-to-TTY: 1-800-842-4681 (Arizona Relay Service) for people who either use a
TTY or want to communicate with someone who does

Maintain amplifier/hearing aids

Emotional / Mental Health Impairment

A person with an emotional or behavioral health issue may have distorted thinking. He or
she may hear voices, see things that aren’t there, be paranoid, or have difficulty
communicating. Usually this does not mean the person is aggressive unless he or she
feels threatened. Here are some communication guidelines to use:

a. If the person has difficulty having a conversation with you, he or she may be
able to enjoy your company in other ways. Consider watching television, listening to
music, playing cards or being read to. Talk about childhood events.

b. Allow the person to have personal "space" in the room. Don't stand over him or her
or get too close (this includes touching the person). The individual may hit
you if you try a “soothing touch” without knowing if it is safe to do so.
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Don't block the doorway.

Avoid continuous eye contact.

e. Try to remain calm with a soothing approach. Speak with a slow-paced and low-
toned voice.

f. Use short, simple sentences to avoid confusion. If necessary, repeat statements and
qguestions using the same words.

g. Establish a structured and regular daily routine. Be predictable. Be consistent. Do not
say you will do something and then change your mind.

h. Offer praise continually. If the person combs his or her hair after three days of not
doing so, comment on how attractive he or she looks. Ignore the negative and
praise the positive.

i. Avoid over-stimulation. Reduce stress and tension.

oo

j- Respect his or her feelings. Saying "Don't be silly. There's nothing to be afraid of,"

2/4/2008

will get you nowhere. Allow the person to feel frightened by saying something like,
"It's all right if you feel afraid. Just sit here by me for awhile."

Cognitive / Memory Impairment

A person with cognitive or memory impairment has difficulty thinking, reasoning, and
remembering. These individuals can become very embarrassed or frustrated if you ask
them names, dates, what they had to eat, who called, etc. Since their long term memory
is much more intact, they may dwell on events in the past and not remember such things
as a relative’s death or that a child has grown and married.

The two most important factors in working with the individual with a cognitive
impairment are:

1. Your actions

2. Your reactions to the individual and his/her behavior

When communicating with these individuals, remember:

a. Use a calm voice and be reassuring. The person is trying to make sense of the
environment.

b. Use redirection

Give honest compliments

Do not argue with the person. If the person tells you he is waiting for his wife to

come and you know that his wife died several years ago, do not state, “You know

your wife died several years ago.” The person will either get mad because you are

wrong or become grief stricken because he has just learned his wife died. It would be

better to reassure the person that everything is all right; his wife has just been

delayed. Then divert his attention to an activity.

e. Treat each person as an individual with talents and abilities deserving of respect and
dignity. Individuals can usually tell if they are being talked down to like a child which
can make the situation worse.

oo
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G. A Guide to Wheelchair Etiquette

2/4/2008

Ask Permission. Always ask the person if he or she would like assistance
before you help. It may be necessary for the person to give you some
instructions. An unexpected push could throw the person off balance

Be respectful. A person’s wheelchair is part of his or her body space and
should be treated with respect. Don’t hang or lean on it unless you have the
person’s permission. When a person transfers out of the wheelchair to a chair,
toilet, car, or other object, do not move the wheelchair out of reaching distance.
Speak Directly. Be careful not to exclude the person from conversations.
Speak directly to the person and if the conversation lasts more than a few
minutes, sit down or kneel to get yourself on the same plane as the person in the
wheelchair. Also, don’t be tempted to pat a person in a wheelchair on the head
as it is a degrading gesture.

Give Clear Instruction. When giving instructions to a person in a wheelchair, be
sure to include distance, weather conditions, and physical obstacles which may
hinder their travel.

Act Natural. Itis okay to use expressions like “running along” when speaking to
a person in a wheelchair. Itis likely the person expresses things the same way.
Wheelchair Use Doesn’t Mean Confinement. Be Aware that persons who use
wheelchairs are not confined to them.

Questions Are Okay. Itis all right for children (or adults) to ask questions about
wheelchairs and disabilities. Children have a natural curiosity that needs to be
satisfied so they do not develop fearful or misleading attitudes. Most people are
not offended by questions people ask about their disabilities or wheelchairs.
Some Persons Who Use a Wheelchair for Mobility Can Walk. Be aware of
the person’s capabilities. Some persons can walk with aids, such as braces,
walkers, or crutches, and use wheelchairs some of the time to conserve energy
and move about more quickly.

Persons Who Use a Wheelchair for Mobility Are Not Sick. Don’t classify
persons who use wheelchairs as sick. Although wheelchairs are often
associated with hospital, they are used for a variety of non-contagious
disabilities.

Relationships Are Important. Remember that persons in wheelchairs can
enjoy fulfilling relationships which may develop into marriage and family. They
have physical needs like everyone else.

Wheelchair Use Provides Freedom. Don’t assume that using a wheelchair is in
itself a tragedy. Itis a means of freedom which allows the person to move about
independently. Structural barriers in public places create some inconveniences;
however, more and more public areas are becoming wheelchair accessible.
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H. People First Language

A very useful concept to guide our communication is People First Language. Kathie Snow, who
has written extensively about this, reminds us that words are powerful and that poorly chosen
words can perpetuate negative stereotypes and create barriers. A person with a disability is still
a person — not a condition. The illness or disability is often just a small part of who they are.

Example: Anna is a 5-year-old girl. She has autism.

Mr. Barnes uses a wheelchair.

The document on the next page offers more examples for you to use.

I. Resources

» www.Disabilityisnatural.com - A website with articles and information on thinking about
disabilities.

= Tips for First Responders. Center for Development and Disability. University of New Mexico,
2005. http://cdd.unm.edu/products/tips_web020205.pdf
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(insert PDF: People First Language)
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Section IV: Cultural Competency
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Content:

A. Definitions
B. Awareness and Differences
1. Examples of Cultural Differences
2. The Cultural Competency Continuum
3. Perceptions
C. Cross-Cultural Communication
1. Potential Barriers
2. Cultural Diversity and Health
3. Communication Tips
D. Resources

Objectives:

wn =

differences.

4. Identify, describe and explain the importance of appropriate methods for

addressing cultural and religious diversity.

Key Terms:

See also the terms in the definitions section on the next page.
Bias Culture
Cross-cultural communication Platinum Rule
Cultural competency Stereotype

Define culture and give examples of different cultural concepts and practices.
Explain the importance of self-awareness and cultural competency.
Identify and describe potential barriers to communication due to cultural
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A. Definitions i,;/'é:r'

1. Culture — Socially transmitted (as opposed to genetically

transmitted) behavior patterns, arts, beliefs, communications,
actions, customs, and values of racial, ethnic, religious, or ’i/
social groups ) =

2. Cultural Competency
Cultural Competency is the genuine sensitivity and respect given to people regardless of
their ethnicity, race, language, culture or national origin. (E. Calahan, 2003) It enables
professionals to work effectively in cross-cultural situations.

3. Cultural Awareness — Developing sensitivity and understanding of another ethnic group
without assigning values such as better or worse, right or wrong. This usually involves
internal changes in terms of attitudes and values. Awareness and sensitivity also refer to
the qualities of openness and flexibility that people develop in relation to others.

4. Cross Cultural — Interaction between individuals from different cultures.

5. Ethnicity — Belonging to a common group with shared heritage, often linked by race,
nationality, and language

6. Race — a socially defined population that is derived from distinguishable physical
characteristics that are genetically determined.

B. Awareness of Cultural Differences

Cultural awareness and sensitivity are an important part of providing care to the people
being served by DCWs. We need to respect other cultures and try to learn more about the
different cultures for a better understanding of the individuals being served. Keep in mind:
Not all people from one culture are the same. The following examples are generally true, but
they may not apply to all people.

1. Examples of Culture Differences:

Native American Culture
e Usually want a DCW from their own tribe
e Believe in non-traditional medicine
Asian Culture
e Prefer more space between speaker and listener
e Limited contact, no hugging or back slapping
Latino Culture
e Comfortable with close conversational distance
e More expressive
East Indian
e Believe the head is fragile and should not be touched
Muslim Culture
¢ Woman will not shake the hand of a male
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Examples of some innocent gestures that could be misunderstood:

1.

2.

Use of the left hand to touch or hand something to a person. Some cultures use their left
hand for personal hygiene and think of it as being unclean.

Nodding the head up and down is considered a sign of understanding and agreeing, but

among other cultures it is simply saying, “I hear you are speaking”.

Strong eye contact can be appreciated by one culture but by another it could be a sign of
disrespect.

The Cultural Competency Continuum

e Fear — Others are viewed with apprehension and contact is avoided.

¢ Denial — The existence of the other group is denied. This belief may reflect either
physical or social isolation from people of different cultural backgrounds

e Superiority — The other group exists but is considered inferior.

¢ Minimization — An individual acknowledges cultural differences but trivializes them
believing human similarities far outweigh any differences.
Acceptance — Differences are appreciated, noted and valued.

¢ Adaptation — Individuals develop and improve skills for interacting and communicating
with people of other cultures—the ability to look at the world with different eyes.

¢ Integration — Individuals in this stage not only value a variety of cultures, but are
constantly defining their own identity and evaluating behavior and values in contrast
to and in concert with a multitude of cultures.

A culturally competent person acknowledges and values diversity and accommodates
differences by seeking a common vision (e.g. the need for assistance). Diversity is
viewed as strength. Cultural competency encompasses more than race, gender, and
ethnicity ... it includes all those differences that make us unique. With adequate time,
commitment, learning, and action, people and organizations can change, grow, improve ...
to become more culturally competent.

3. Perceptions

In order to become culturally competent, we need to understand our own culture and our
own perceptions. Ask yourself these questions:

How have my experience and my culture impacted how | see and respond to
others?
How do my perceptions of and response to others impact them?

As you consider your answers, keep the following in mind.

No one is born with opinions or biases, rather they are learned.

¢ When children learn about the world, they learn both information and misinformation
about people who are different from them and their families by virtue of gender, race,
religion, sexual orientation, class, or in other ways.

e Some of this information is about stereotyping. This is where stereotyping takes root.

People we learned from were simply passing onto us messages that had been handed
down to them. Besides our family and friends, we received some of the messages from
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society through the media and our everyday surroundings such as television, textbooks,
advertisements, etc. Sometimes, the messages were overt and sometimes they were
subtle.

Examples:
a. My mother would say, “Lock the door” when driving through a certain neighborhood
b. Adults say, “Change the radio station” when certain topics were being

discussed.

These influences in our lives basically have the effect of putting us on “automatic”.
When we encounter certain situations or people, we automatically respond (usually due
to fear) rather than rationally thinking through the situation. This process of being on
automatic is stereotyping.

As adults, most of us are still on automatic; we still form new “mental tapes” and respond
with knee-jerk reactions to people who are different from us. Stereotyping is very difficult
to undo. We all do it! Freeing ourselves of the tendency to stereotype allows us to work
more positively and effectively with consumers and others who are culturally different
from ourselves.

Through self-awareness and sustained efforts, it is possible to control the automatic,
become conscious of our reactions to difference, make choices about how we wish to
behave, and begin to respond to differences in a clear-headed, rational manner without
fear and apprehension. We may not be able to undo our stereotypes, but we can begin
to manage them (to become more culturally competent).

Example: You walk into a home and you see photos from a different country and
objects you don’t recognize. You also hear people speaking in a language you
don’t understand. Your first thought is not to take the position. You talk with your
supervisor and she informs you that the consumer is from India. She has only one
son who lives in the same town. It is important to her to remember her home
country, and speaking her native language with her son feels natural

Now you know a little more about the situation. You can understand that it is

important to stay in touch with your culture. You can learn about the culture. You
now are in a position to really make a difference in this consumer’s life.

Awareness is the key to attaining cultural competency.

C. Cross-Cultural Communication
1. Potential Barriers
To work effectively in a culturally diverse environment, we need to have an

understanding of some of the potential barriers to effective cross-cultural communication
and interaction.
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When communication between people breaks down, it is frustrating and often appears to
be due to a difference in communication style. However, the more fundamental cause is
often a difference in values, which are shaped by culture and experiences.

How is communication influenced or shaped by our individual culture and experiences?
Examples are tone of voice, regional accents, gestures, showing emotions (affect),
formality, and personal distance.

Watch out for:

a. Assumed similarity — We assume that words and gestures have a set meaning if
we speak the same language, but they may be different. For example, when you talk
about supper, some people may think of a meal of bread and cold cuts, whereas
others envision a warm dinner with meat and vegetables.

b. Non-verbal communication — Approximately 70% to 90% of our communication is
affected by non-verbal cues through smiling, silence, gestures, nodding, eye contact,
body language, and touch. Because non-verbal cues mean different things to
different cultures, we need to be cautious of the interpretations we attach to these
behaviors. For example, not making eye contact can be sees as being passive and
untrustworthy, but to others making eye contact may appear as rude and aggressive.

c. Verbal language — The most obvious barrier. Slang and idioms can be hard to
understand. Phrases such as “run that by me” or “cut the check” may be unfamiliar to
some people. Also, technical jargon like “to Fed Ex a letter” or getting one’s “tubes
tied” are not always clear.

Cultural Diversity and Health

Direct care workers need to know that people have different views of health and iliness
depending on their cultural background and upbringing. This can affect how consumers
feel about receiving help from others. Some prefer family members to provide
assistance; others have strong preferences about working only with a male or female
DCW.

There are different views of dealing with illness or disability. Here are some examples:
¢ Traditional remedies vs. modern medicine and technology
e Aggressive treatment vs. gentle, mild treatments
o Acceptance, a wait-and-see approach, vs. taking action

Communication Tips

Communication Do’s
» Learn and use the correct pronunciation of a person’s name.
» Give examples to illustrate a point.
= Look at the situation from the other person’s perspective.
= Simplify or rephrase what is said.
» Use language that is inclusive.
= Pause between sentences.
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» Ask for clarification.
= Remain aware of biases and assumptions.
= Be patient.

Communication Don’ts
= Don’t pretend to understand.

» Don’t always assume that you are being understood.

= Don’t rush or shout.

= Don’t laugh at misused words or phrases.

= Don’t overuse idioms and slang (e.g., “pay the piper”, “beat around the bush”).

= Don’t assume that using first names is appropriate.

» Don’'t assume that limited language proficiency means limited intelligence.
In Summary:

There are many cultural differences with the people being served. The best way to work
through these differences is communicating with your consumers and learning from
them about their customs, traditions, etc. and how that impacts the assistance you are
providing.

o Take the time to learn about an individual’s needs, strengths, and preferences.

e Do not assume that you know what is best.

e The manner in which you support individuals should reflect their needs,
strengths, and preferences, not yours (e.g., giving choices and showing respect).

The old rule was the Golden Rule: Treat others the way you would want to be treated.
The new rule is the Platinum Rule: Treat others as they want to be treated.

What do you do when you are preparing to provide care to a person from a culture other
than yours?
e Do not be judgmental.
o Talk to the person (or family members) being served about his/her customs, so
you do not unintentionally offend him/her.
¢ Avoid body language that can be offensive.
Avoid clothing that can be offensive.

Resource: Adapted with permission from “Introduction to Cultural Competency”, Value Options 2004

D. Resources

. www.med.umich.edu/multicultural.ccp/bmhg.htm
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Section V: Grief, Separation, and End of Life

Content:

A. Grief and the Separation Process

B. The Dying Process

C. Emotional Issues
1. Consumer and Family
2. Direct Care Worker

Coping Strategies

Cultural and Religious Issues

Advance Directives

The “Orange Form” — DO NOT RESUSCITATE ORDER (DNR)
1. Agency-specific Policies and Procedures
2. Display of the Orange Form

H. Community Resources
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Objectives:

1. Describe the grieving process.

2. Describe the dying process.

3. ldentify and explain emotional issues and coping strategies.

4. Explain the impact of culture and religion on end-of-life issues.

5. Describe advance directives and the significance of the “orange form.”

Key Terms:
Advance directives Grief
Do not resuscitate Hospice
Durable power of attorney Living will
Dying Process Orange Form
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Section V: Grief, Separation, and End of Life

A. The Grief and Separation Process

In the 1800’s and early 1900’s death was very much a part of life.
Families witnessed the death of a loved one and the preparation of the
burial. Then, in the middle 1900’s when a family member became ill the
family member went into the hospital. If the person died it was very
common to “protect” the children and shelter them from the grieving
process. Today, we are returning to allowing all family members to
share the grieving process. Today, we have hospice and people have
the right to choose to die at home or in the surroundings they choose.

Stages of Grief

Indi

viduals do not necessarily go through all these stages in order and they may repeat

stages. The grief process is unique to the individual.

1.
2.

3.

Shock: There is disbelief that the loss has occurred.

Denial: Denial is a temporary buffer after unexpected news. The person refuses to
accept the loss has occurred. Denial is encouraged by silence.

Anger: Anger may be directed toward the loss, the person lost, or even a deity. Families
have a hard time with anger because the anger is displaced in all directions.
Bargaining: “Let's make a deal”. The person attempts to reconcile the loss by making
deals with other people, sometimes also with a deity.

Depression: Anger is turned inward.

Guilt: Guilt is marked by statements of "If only | had done / been . . . “ It usually comes
from things one cannot change.

Acceptance: Living in the present is possible. Acceptance and hope mean that the
person understands that life will never be the same but it will go on with meaning and
hope.

B. The Dying Process

Death comes in its own time and in its own way.
Death is unique to each individual.

One to three months prior to death
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Withdrawal — This is the beginning of withdrawing from the outside world and focusing
inward. The person’s world becomes smaller, possibly involving only closest friends and
immediate family. With withdrawal you will see the person possibly taking more naps,
staying in bed all day, and more time sleeping becomes the norm. Verbal
communication decreases and touch and wordlessness take on more meaning.

Food — We eat to live. When a body is preparing to die, it is perfectly natural that eating

should stop. This is one of the hardest concepts for a family to accept. It's okay not to
eat.
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Section V: Grief, Separation, and End of Life

The person dying will notice a decrease in eating. Liquids are preferred to solids. Meats
are the first to go, followed by vegetables and other hard to digest foods. Cravings will
come and go.

One to two weeks prior to death

Disorientation — The person is sleeping most of the time now and cannot seem to keep
his or her eyes open but can be awakened from the sleep. Confusion can take place
when you talk to the person, and the person may start talking about previous events and
people who have already died. The focus is transition from this world to the next.

Physical changes:
Blood pressure often lowers; pulse beat becomes erratic, either increasing or
decreasing.
Skin color changes.
Breathing changes; it has an erratic rhythm, either increasing or decreasing.

One to two days, to hours prior to death

A burst of energy may be present.

Breathing patterns become slower and irregular, sometimes stopping for 10 to 45
seconds.

Congestion may be audible.

Eyes may be open or semi-open and have a glassy haze.

Hands and feet become purplish and parts of the body become blotchy.

The person becomes non-responsive.

C. Emotional issues

1. Consumer and Family

Individuals are unique in their display of emotions. The fact that some people do not
display what others think is “normal” does not mean that they are not grieving.

Some differences in grieving:
e Some people are quite vocal; some are quiet.
e Some are accepting; some are in denial or shock.
e Some people weep; some are very stoic (emotionless).
e Some people are angry; some may appear happy.

2. The Direct Care Worker

It is only natural that the DCW and the person being cared for build a rapport. When that
person dies, the DCW may grieve as though the person was a family member.

If this is the case the DCW may want to use the coping strategies in the next section.
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Section V: Grief, Separation, and End of Life

Exercise:

This exercise will help you understand the dynamics of a family dealing with a loss, whether
it is through death of a loved one, disability, or any other major change.

Envision a child’s mobile. Imagine on the mobile are five family figures: Mom, Dad,
Sister, Brother, and Grandmother. The family is in balance until a family diagnosis takes
place.

Let’s say the brother has just been in an accident and has sustained a spinal cord injury.
Remove the brother from the imaginary mobile and what happens? The mobile becomes
out of balance and for the mobile of the family to get in balance again, everyone needs
to negotiate their position to get the family in balance.

This is the best scenario. Often what happens is the sister is going through her own
crisis from just being a teenager. Dad might not be able to deal with the added changes
and starts drinking. Grandma is in her own world. Sometimes, the whole family mobile is
trying to be balanced by one person.

D. Coping Strategies

Part of healthy grieving is to allow yourself to grieve — not doing so can cause
emotional and/or physical problems later on. Take care of yourself by:

Talking — Use your social support system, or talk to clergy person or a counselor.
Writing — Take up journaling, even writing letters to the deceased person about things
you wished you would have said.

Reminiscing — Remember the good times. Plant a garden in the person’s honor, or
support causes the person was involved in.

Getting enough sleep, exercising, and eating healthy — Keep your body healthy. Do
no turn to alcohol or drugs to “humb the pain”— this usually makes the situation worse.
Planning ahead — Realize that anniversaries, holidays and special days will be difficult
at first. Plan to spend time with a valued social support.

Don’t be reluctant to ask for help — Help is out there, just ask. (See “Resources.”)

Consumers and Family: DCWs need to be aware of the needs of the people they are
assisting. If you think a consumer is not grieving in a healthy way, talk to your
supervisor. He/she may be able to arrange agency or community resources.

Direct Care Worker: As previously mentioned people grieve differently so allow
yourself to grieve in your own way. You may need to talk to a valued social
support. You may need to have some relaxation time. Try to be good to yourself
and seek out the help that you need. Your supervisor may be very helpful in
arranging agency or community resources to assist you.
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Section V: Grief, Separation, and End of Life

E. Cultural and Religious Issues

Cultural and family differences will influence the death and dying process. DCWs need to be
aware of the various beliefs and practices of the people for whom they are providing care.
But as you can see below, the cultural differences are so varied that it is difficult to become
culturally competent in all areas. Ask your supervisor to give you direction on how to handle
the individual needs.

Some religions or cultures
= Discourage or forbid embalming and autopsy.
» will not allow non-family to touch the body.
» do not want the body to be touched shortly after death.
= cover the mirrors in the home after a family member dies.
= remove water from the room after family member dies.

F. Advance Directives

Advance Directives are documents specifying the type of treatment individuals want or do
not want under serious medical conditions in which they may be unable to communicate
their wishes. These documents provide written proof of the expressed wishes of the
individual, rather than making the family guess what is desired. Making one’s wishes known
in advance keeps family members from making such choices at what is likely one of the
most stressful times in their lives. Further, providing such information and designating a
health care power of attorney means that the physician knows whose direction is to be
followed in the event the family disagrees as to what medical treatment the individual
desires.

Generally two forms are involved with Advance Directives:

Living will: Legal document that outlines the medical care an individual wants or does
not want if he or she becomes unable to make decisions. An example would be the use
of a feeding tube.

Durable medical power of attorney: Legal document that designates another person
to act as an “agent” or a “surrogate” in making medical decisions if the individual
becomes unable to do so.

Advance Directives can be completed by an individual. The writing does not need to be
done by an attorney, but it must be done while the person is still competent. In Arizona the
forms do not have to be notarized; but if the individual ever moves to another state that
requires notarization, the forms will be invalid.

G. “Orange Form” (DO NOT RESUSCITATE - DNR)

The Pre-Hospital Medical Care Directive, also known as the “orange form”, is a special
advance directive. This form says that if the heart stops beating or breathing stops, the
individual does not want to receive cardiopulmonary resuscitation (CPR) under any
circumstances. This special form, which is bright orange in color, notifies the paramedics
and emergency medical services people that this choice has been made.
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Section V: Grief, Separation, and End of Life

1. Agency-specific Policies and Procedures

The policies and procedures for honoring an orange form vary from agency to agency.
Some agencies have policies that mandate that the DCW would provide CPR measures
(if certified) whether the individual has an orange form or not. Other agencies have a
procedure to follow if the individual you are caring for has a valid orange form.

When the DCW notes that the consumer has an orange form, the DCW should
contact his/her supervisor to determine the policies and procedures related to
CPR for the consumer.

It is also important to remember that the orange form only covers cardiac and
respiratory arrest. If the consumer has another type of medical emergency, the DCW
should provide first aid measures, including calling 911 as indicated.

2. Display of the Orange Form

Because the paramedics respond quickly to an emergency medical situation, the Pre-
Hospital Medical Care Directive (Orange form) must be immediately available for them to
see. Therefore, it should be displayed someplace where the paramedics will be able to
see it should the individual have a cardiac and/or respiratory arrest. Such places would
be the refrigerator or behind the front door or living room door.

H. Community Resources

Area Agency on Aging— Senior Help Line (602) 264-2255

Community Information and Referral (602) 263-8856

Valley Interfaith Project (602) 248-0607

If the deceased person was open to Hospice services,

contact the social worker for that Hospice agency

e Advance Directives information for individuals residing in

Arizona can be obtained from:

Health Care Decisions at: http://www.hcdecisions.org/

Arizona Attorney General’'s Website: http://www.azag.gov/life_care/index.html
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Section V: Grief, Separation, and End of Life

Grief Activity

The purpose of exercise is to have the class experience letting go of friends, family, and
activities they dearly love. This exercise relates to some of the grieving indicators the people
being served by DCWs experience.

Supplies: 15 pieces of paper approximately (1”7 x 2”) for each student, pens, garbage can.

Activity: Have each student think of 5 family members, 5 friends or acquaintances, and 5
activities they like to do (example: reading, watching TV, tennis, bowling, sewing, running, etc.).
Have the students write the name of a family member, friend, or activity on each piece of paper.
Then have the students arrange the pieces of paper so they can see each one. Ask the
students to take some quiet time and think of each person and each activity they have chosen.
Wait approximately 2-5 minutes. You can even turn the lights low and play some soothing
music.

Now the true exercise begins. Talk to the students about the following scenarios.

Scenario #1: “Imagine you were just in a car accident and you have sustained a spinal cord
injury.” Ask your students: “What activities have you chosen to do that now as a wheelchair user
will prevent you from participating in the activity? Tear up those activities and discard them. Are
there any people you directly do these activities with? Tear their names up and discard them.”

Scenario #2: “Imagine you have a persistent cough, so you go to the doctor and you find out
you have cancer and you will need to undergo chemo therapy. It is suggested that you will
probably need to take a year leave of absence from work. Did you write down the names of any
people you see at work? Tear up the names and discard them.”

Scenario #3: “Imagine you have just found out you have been diagnosed with inoperable
blindness. How will this affect the activities you have chosen? Tear up and discard the activities
you will not be able to do because you are blind.”

Scenario #4: “Now | want you to take two people you have chosen and just put them aside.
How would you feel if they were not involved in your life anymore?”

Have class participate on how they felt when they needed to actually tear up and discard any

activities or people? How did they feel when they needed to remove and put two loved ones
aside?
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Section VI: Job Management Skills

Content:

A. Stress Management
1. Identification and Causes of Stress
i. Components of Stress
ii. Causes and Effects of Stress
2. Coping Strategies
i. Taking Action
ii. Relaxation Techniques
B. Time Management
1. Importance of Time Management
2. Prioritizing Duties
3. Developing a Work Schedule
C. Boundaries (needs to be added)

Objectives:
1. ldentify components of stress.
2. ldentify and describe causes, effects and indicators of stress.
3. Describe appropriate coping strategies.
4. Explain the importance of time management.
5. ldentify and describe techniques for prioritizing duties and developing a work
schedule.
Key Terms:
Coping strategies Procrastination
Imagery Relaxation
Priority Stress
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Section VI: Job Management Skills

A. Stress Management -~
1. Identification and Causes of Stress

Stress is a daily component of our lives. Learning to manage stress
is essential, not only to be effective in the workplace, but also to
protect your health.

Stress is often viewed negatively. It occurs from too much work, unrealistic deadlines, and
financial pressures. Stress is also triggered by some of life's happiest moments such as
getting married, having a baby, buying a home, or starting a new job. These events are
often associated with positive outcomes, yet because they are meaningful, they require a lot
of personal energy and investment. In these situations, stress acts as a motivator.

When the stress level is manageable or when we have developed effective coping
mechanisms, the impact of stress on our lives is minimal. Unfortunately, we do not always
recognize the degree of impact. In addition to "feeling out of control" in our lives,
unmanageable levels of stress may actually cause or exacerbate new or already existing
problems in totally unrelated areas such as relationship difficulties, financial concerns, and
work-related problems.

Stress is like getting ready to hit a baseball and wearing a blindfold to hit the ball.
= Components of Stress

The research shows that some stress is good. Stress ‘revs up’ the body thanks to
naturally-occurring performance-enhancing chemicals like adrenalin and cortisol,
hormones that get us prepared for emergency action. This gives a person a rush of
strength to handle an emergency (“fight or flight”). It also heightens ability to fight “tigers”
in the short term.

However, if severe stress is allowed to go unchecked in the longer term, performance
will ultimately decline. Not only that, the constant bombardment by stress related
chemicals and stimulation will weaken a person's body. And ultimately that leads to
degenerating health. In extreme cases, it can cause psychological problems such as
Post Traumatic Stress Disorder or Cumulative Stress Disorder.

= Causes and Effects of Stress

When stress becomes too much to handle, it can have an effect on physical health. The
table on the next page describes what happens when a person experiences too much
stress. There are common signs and symptoms that are indicators of stress, to include:

e cCrying e not sleeping
e depression e stomach pains
e N0 energy e anxiety

2/4/2008 VI-3



Section VI: Job Management Skills

WHAT HAPPENS WHEN YOU ARE STRESSED?

Normal Under pressure Acute pressure Chronic pressure
(relaxed) b P (stress)
blood blood thinks e O e
Brain supply supply more 9 T
and nervous tics
normal up clearly
anxiety, loss of sense
increased of humor, cry,
Mood happy serious . depression, rage,
concentration b >
difficulty sleeping
dry mouth, lump in
Saliva normal reduced reduced throat
Muscles blood supply blood improved :)naﬁcular tension and
normal supply up performance
normal rate and |increased rate and . hyperten.smn and
Heart blood pressure  |blood pressure improved performance  |chest pains
. .. _lincreased respiration |. coughs and asthma
Lungs normal respiration rate improved performance
ulcers due to
normal blood reduced blood supply reduced blood suopl heartburn and
Stomach supply and acid |and increased acid reduces di estionpp y indigestion
secretion secretion 9 stomach pain
normal blood reduced blood supply . .
Bowels supply and bowel |and increased bowel reguced g.IOOd .supply Z_bdohmmal pain and
activity activity reduces digestion iarrhea
frequent urination due to frequent urination
Bladder normal frequent urination increased nervous quen ’
. ; prostatic symptoms
stimulation
(male) normal (m) impotence
Sexual (female) normél (decreased blood decreased blood suppl (m) impotence (f)
Organs eriods etc supply) (f) irregular PPY " Imenstrual disorders
P periods
Skin healthy gﬁgﬁ;?ed?ybls?(?: decreased blood supply |dryness and rashes
normal: oxygen |oxygen consumption
Biochemistr consumed, up, glucose more energy immediately |rapid tiredness, no
y glucose and fats [and fats consumption |available energy
released up

2. Coping strategies

There are a number of techniques that help you deal with stress. Specific actions and
relaxation exercises are suggested below. Unhealthy coping strategies include drugs,
alcohol, and cigarettes. These mask the problems and only delay finding a solution and
implementing an action plan.
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Section VI: Job Management Skills

If you find that the individual or family you are assisting is having any of the symptoms listed
above, report your observations to your supervisor. If you find you are having any of these
symptoms, try to identify the reason or cause of the stress and develop an action plan to
manage the stress. Following are some effective, healthy stress management coping

strategies.

3. Taking Action

Reason for Stress

Action to Take

Unrealistic expectations

Set realistic goals

Negative thinking

Consciously choose to think positively. Think
of the positives in your life

Feeling of being out of control

Act—Do not react--- Make an action plan

Someone else setting limits for you
— being domineering

Understand what you are responsible for.
Evaluate and then take the appropriate action.
Be assertive (refer to assertive
communication)

Not feeling confident of what you
are doing

For job related—talk to your supervisor for
direction—take advantage of in-services—ask
questions (This is referred to as professional
growth) —all employers would rather you ask
questions than handling the aftermath of
mistakes

For personal advice-- seek out a valued
friend, clergy, or counselor.

Feeling overwhelmed

ASK FOR HELP
Make a plan to break up the task into smaller
pieces

Necessary components of effective stress management include:

e strong social support

e exercise
o diet
e rest

e relaxation techniques
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o realistic expectations
e positive self-talk
e time-management

o effective communication
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4. Relaxation Techniques
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a. Deep Control Breathing

Take a deep breath of air through the nose and slowly release the air through your
mouth. Good air in, stressed air out.

Get in a comfortable position. You can do this either sitting or lying down. When
lying down put your hand on your stomach, take a deep breath through your nose
and then let it out through your mouth. Let your hand feel your abdomen go up and
down while taking the deep breaths.

You can do this while sitting in traffic, on hold on the phone, watching TV at
commercial time, etc.

b. Progressive Muscle Relaxation

= Get in a comfortable position. If possible lay down. Let your whole body relax

gradually.

= Breathe slowly through your nose. Feel the cool air as you breathe in and out. Let

your awareness turn away from your daily cares and concerns. Close your eyes
and let your awareness turn inward to the physical sensations of your body.

= Tighten the muscles of your face. Feel the tension in your face. Hold for ten

seconds. Release. Feel the tension flow outward.

= Tighten your eyebrows by squeezing them. Feel the tension by your eyebrows.

Hold for ten seconds. Release and feel the tension flow outward.

= Clench your jaw tight. Feel the tension in your jaw. Hold for ten seconds. Release.

Feel your jaw drop. Allow your jaw to drop.

= Squeeze your neck muscles and hold for ten seconds. Release. Feel the tension

leave your face. You feel relaxed. You are relaxed.

= Take a deep breath and hold. Feel the tension in your chest from holding your

breath. Exhale and feel the tension leave your body. Repeat.

= Tighten your fist